In November 2017, the Norwegian Directorate of Health published an instructional memo from its reporting scheme indicating that in 2015 and 2016, the Directorate received 283 notifications of suicide from the specialist health service. Of these, 58 occurred during hospitalisation in a psychiatric ward (1) .
The instructional memo points to failure of safety measures (e.g. that the patient had access to drugs and dangerous objects), deficiencies in assessment of suicide risk (e.g. incomplete and undocumented assessment of suicide risk or failure to follow up such assessments) as well as resource problems (e.g. lack of a doctor/psychologist and trained healthcare professionals who know the patient) (1).
We call for greater attention to be focused on the quality of care provided to patients at risk of suicide.
Prevention of suicide in mental health care
In mental health care, suicide prevention largely appears to concern identifying and treating a presumed underlying mental disorder (2, 3) . A well-established 'truth' is that at least 90 % of those who take their own lives have one or more mental disorders (4) . Even though it has been documented that the evidence base for this ʻtruth' is weak (5), constant reference is made to it (6, 7) . This helps to maintain the assumption that suicide is primarily linked to an underlying mental disorder. However, suicide is a complex relational phenomenon that cannot be understood independently of contextual factors (8).
We do not deny that a number of those who take their own lives may have one or several mental disorders. Nevertheless, suicide probably always involves something more than or something other than a mental disorder (9) . Only a very small proportion of those with serious mental disorders take their own lives (10) . A recent study shows that many of those who take their own lives have been in contact with the mental health service and/or interdisciplinary addiction treatment teams during the previous year (46.2 %) or in the course of their lives (66.6 %) (7). However, this gives an incomplete picture of what suicide entails.
But what underlies mental difficulties and/or addiction problems? What problems or living conditions contribute to the pain, despair, hopelessness and desperation that cause someone to see death as the best and perhaps the only solution? Moreover, clinical practice and research devote little attention to whether the treatment the person in question received -or did not receive -may have played a role in the suicide (11) .
In keeping with the National guidelines for suicide prevention in mental health care (12) , considerable focus has also been put on assessments of suicide risk and various safety measures, for example, intermittent observation or continuous observation of the patient.
Care for patients at risk of suicide When a person is hospitalised in a psychiatric ward as a result of suicidal behaviour, it is crucial that he/she meets empathetic healthcare personnel who have the ability to establish good contact with people experiencing severe mental pain: healthcare personnel who are able to establish a relationship of trust and who listen to the person's history without judgment, and who try to understand, acknowledge the person's thoughts and feelings, and involve the patient in the course of treatment (13) (14) (15) (16) (17) .
A good relationship is essential in ensuring that the person at risk of suicide feels safe and well looked after (18) . Good care can assist patients to share their pain and their problems (19) , and thereby gain hope that someone can help (20) . A lack of care may entail that patients do not contact healthcare personnel when their desperation grows (21) . At worst, a lack of care can lead to a greater feeling of hopelessness and an increase in suicidal behaviour (17, 18, 21) . Do we overrate the value of risk assessments?
Even though good care and a good relationship between the healthcare personnel and the patient are essential in mental healthcare, this does not seem to be sufficiently prioritised in efforts to prevent suicide. Neither the guidelines (12) nor the instructional memo (1) reflect such a priority.
The guidelines primarily highlight healthcare personnel (psychiatrists and psychologists in particular) and their screening, assessment and management of suicide risk. The word ʻrisk' is in fact mentioned a total of 147 times. Little attention is devoted to the care that healthcare personnel should provide to patients at risk of suicide.
There is still reason to ask whether professionals and others have an exaggerated belief in assessments of suicide risk (22) . This impression is reinforced by Ekeberg & Hem (23) , who assert that clinicians must stress risk assessments, but only in a short-term perspective. They presume that it is possible to predict who will take their own life in a short-term perspective of up to a few days.
Other researchers have demonstrated that it is impossible to predict suicide -either in the long term or the short term -based on risk assessments (24) . Putting emphasis on riskfactor assessments with ensuing categorisation of patients as at low, medium or high risk of suicide is advised against (25) . Instead clinicians should attempt to achieve good dialogues with patients and give them the best possible treatment based on their needs, including aspects linked to suicidal behaviour (26) .
Underrating experiential knowledge
We do not oppose the assessment of suicide risk in patients -it is the way this is carried out that is of key importance. It is also vital to emphasise the help and care professionals should provide after the assessment of suicide risk. The role and expertise of nurses and others in psychiatric wards is of great significance.
Studies have shown that experienced nurses find that they can detect (warning) signals of self-harm/suicidality communicated by patients, and that they have thus helped to avert serious self-harm and perhaps suicide (27, 28) . They have sensed that patients have been in danger of harming themselves and have acted on this assumption. It appears that such vigilance and experience-based skills among nurses and other health personnel are underrated.
The instructional memo notes that patient safety can undoubtedly be increased when the patient is cared for by skilled personnel who know the person in question, but the key message is that suicide can be prevented by better implementation of the guidelines and stronger provision and follow-up of preventive measures and assessments of suicide risk (1) . Either the importance of good care and good relations between the healthcare professional and the patient is underrated, or it is taken for granted that staff in mental health care have sufficient relational and communication skills to offer the kind of care that persons at risk of suicide need.
A key question, nevertheless, is whether healthcare workers in practice prioritise or have an opportunity to prioritise relational care if this is not stressed in national and policy guidelines for suicide prevention in mental health care. We think that the guidelines should be revised, also in view of the wide-ranging criticism they have received (22, 29, 30) .
New priorities
It is understandable that attempts are being made to deal with such a complex phenomenon as suicidality (suicidal thoughts, suicidal actions and suicide) by considering aspects of the phenomenon (e.g. concentrating on diagnosing and treating mental disorders, charting risk factors, implementing suicide risk assessments and safety measures). However, it is about time to emphasise the complexity of the individual's suicidality and think more about how healthcare professionals can create good encounters with patients at risk of suicide and provide good care.
This should now be prioritized by politicians, health authorities, managers and health workers in mental health care. Moreover, we must also be willing to use resources to ensure that personnel are given the necessary education, training, supervision and support to enable them to provide the kind of care patients at risk of suicide need.
